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The manuscript mentions Australian research demonstrating
a beneﬁt of MHL, yet cites a rejoinder critical of this work. Mis-
sing from the letter was a full-length response to the rejoinder
demonstrating the criticisms were unfounded and the original
analysis was rigorous and robust.7 Brieﬂy, the original study esti-
mated a 29% decline in bicycle related head injury hospitalisations
attributable to MHL  compared with limb injuries. There was  a con-
current helmet wearing increase from about 25% to 80%. Note the
rejoinder self-cites a paper retracted due to numerous arithmetic
errors.8
There is strong evidence helmet wearing, either voluntarily or
compulsory, mitigates the risk of bicycle related head injury. Of
note, head injury is the most common cause of cycling-related
hospitalisation in Catalonia.9 Helmets, however, should not be vie-
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 apparent ineffectiveness of bicycle helmets:
ase of selective citation
aparente ineﬁcacia de los cascos de bicicleta: un caso de
ción selectiva
Director,
A recent Gaceta Sanitaria letter concluded bicycle helmet use
uld not be mandated in urban areas.1 Mandatory helmet legis-
on (MHL) is controversial and a balanced presentation of all
ntiﬁc evidence is therefore critical. This letter will brieﬂy dis-
s relevant literature uncited by the authors.
The authors note bicycle use declines with MHL. However, there
mple evidence the contrary is possible. South Australian hou-
old surveys found similar cycling rates prior to and after MHL
ardless of gender, age or level of urbanisation.2 Adelaide cycling
nts increased by 2.9% after MHL. Other surveys from Victoria,
tralia3 and Ontario, Canada4 indicate either no change or an
rease in cycling following MHL.
New South Wales surveys were commissioned around the 1991
L  to estimate changes in helmet wearing.5 These reports were
igned to estimate helmet wearing and not cycling rates. No such
veys exist for NSW and conclusions using this data are there-
 weak. However, this data forms the basis for the argument
L  leads to less cycling. Importantly, this data does not produce
quivocal results as Sydney adult cycling counts increased 22%
owing MHL.
Regarding the effects of MHL  on urban cycling, the cycling mode
re in Australian cities changed little after MHL  from 1.14% in
6 to 1.13% in 1991 after most Australians were subjected to
L.
The above examples of non-decreasing cycling rates following
L  have important health implications. The de Jong paper, cited
Rojas-Rueda et al., assumes cycling rates only decline with
L. However, as evidenced above, this does not hold uniformly.
ortantly, for non-decreasing cycling rates, this model always
mates a beneﬁt to MHL.
A New Zealand evaluation by Clarke and cited by Rojas-Rueda
l. ignores critical analyses found in the original source material.6
s research demonstrates serious traumatic brain injury rates per
lion hours spent cycling declined signiﬁcantly following MHL.
rke only considered all cycling injuries and, since helmets are
igned to protect the head only, his analysis could mask any












Aety strategy along with segregated cycling facilities and lower
ed limits for motorised trafﬁc. The beneﬁts of each interven-
 are situational – helmets will help a cyclist in an accident
 segregated cycling infrastructure will help avoid accidents.
erefore believe the decision to mandate helmet use should be
conjunction with a comprehensive strategy and not in isola-
.
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Flúor en aguas de consumo público espan˜olas
y prevención de la caries dental
Fluoride content in tap water in Spain
and prevention of dental caries
Sra. Directora:
La ﬂuoración artiﬁcial del agua de consumo público ha sido la
medida más  eﬁciente para la proﬁlaxis colectiva de la caries den-
tal. En la actualidad, la concentración de ﬂúor recomendada en las
aguas de consumo público es de 0,7 mg/l1, frente a los 0,7-1,2 mg/l
recomendados en 1962. Este cambio se basa en que el ﬂúor con-
tenido en el agua de consumo público se incorpora también a los
alimentos en el curso de su elaboración, aumentando el riesgo de
ﬂuorosis dental, y a que la principal acción preventiva del ﬂúor
es posteruptiva. No obstante, se sigue aceptando que la ﬂuora-
ción del agua es la mejor medida de salud pública si hay una alta
(***)
(***) 
01. Madrid  (*) 
02. Barcelona (*)  
03. Valencia (**)  
04. Sevilla (*)  
05. Zaragoza (*)  
06. Málaga (*)  
07. Murcia (**)  
08. Palma Mallorca (**)  
09. Palmas Gran Canaria (**)  
10. Bilbao (**)  
11.  Alicante (*)  
12. Córdoba (*)  
13. Valladolid (*)  
14. Vigo (*)  
15. Gijón (**) 
16. Hospitalet de Llobregat (*)  
17. La Coruña (*)  
18. Vitoria  (***)
19. Granada (*)  
20. Elche (*)  
21. Oviedo (**)  
22. Santa Cruz de Tenerife (*)  
23. Badalona (*)  
24. Terrasa (*)  
25. Jerez de la Frontera (*)  
26. Móstoles (*)  
27. Alcalá de Henares (*)  
28. Pamplona (*)  
29. Fuenlabrada (*)  
30. Leganés (*)  
31. San Sebastián
32. Santander (*)  
33. Castellón de la Plana (*)  
34. Burgos (*)  
35. Alcorcón (*)  
36. Getafe (*)  
37. Salamanca (*)  
38. Logroño (*)  
39. San Cristobal La Laguna 
40. Badajoz (*)  
41. Lleida (*)  
42. Marbella (*)  
43. León (***)
44. Cádiz (*)  
45. Dos Hermanas (*)  
46. Mataró (*)  
47. Sta. Coloma de Gramenet (*)  
48. Torrejón de Ardóz (*)  
49. Algeciras (*)  
50. Alcobendas (*)  
51. Ourense (*)  
52. Reus (*)  
53. Torrevieja (*)  
54. Telde (*)  
56. Lugo (*)  
57. San Fernando (*)  
58. Girona (**) 
59. Santiago Compostela (*)  
60. Cáceres (*)  
61. Lorca (**)  
62. Coslada (*)  
63. Talavera de la Reina(**) 
64. Puerto de Sta. María (*)  
65. Cornellá de Llobregat (*)  
66. Las Rozas (*)  
67. Orihuela (*)  
68. Avilés (*)  
69. San Boi de Llobregat (*)  
70. Pozuelo de Alarcón (*)  
71. Toledo (*)  
72. Getxo (**)  
73. Gandía (*)  
74. Arona (*)  
75. Torrent (**)  
76. Chiclana (*)  
77. Manresa (*)  
78. San Sebastian Reyes (*)  
79. Ferrol (*)  
80. Rubí (*)  
81. Fuengirola (*)  
82. Benidorm (**)  
83. Alcalá de Guadaira (*)  
84. Majadahonda (*)  
85. Sagunto (*)  
86. Sanlúcar de Barrameda(*)
87. La Línea de la 
Concepción (*)  
88. Molina de Segura (**)  
89. Paterna (*)  
90. Sta. Lucía de Tirajana (*)  
91. Viladecans (*)  
92. El Prat de Llobregat (*)  
93. Casteldefells (*)  
94. Alcoy (**)  
95. Irún (*)  
96. Granollers (*)  
97. Arrecife (*)  
98. Cerdanyola del Vallés (*)  
99. Ávila (*)  
100. Mérida (*)  
101. Torrelavega (*)  
102. Cuenca (*)  
103. San Vicente Raspeig (*)  
104. Mollet del Vallés (*)  
105. San Bartolomé Tirajana (*)
106. Huesca (*)  
107. Vila-real (*)  
108. Siero (*)  
109. Eivissa (***) 
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prevalencia de caries dental. Sin embargo, en las poblaciones c
baja prevalencia de caries, como ocurre actualmente en Espan˜a,
ﬂuoración del agua de consumo público no es la única opción. 
identiﬁcación de un alto riesgo de caries individual en los men
res aconseja la utilización de suplementos orales de ﬂúor, pero 
correcta indicación exige conocer la concentración de ﬂúor en
agua que consumen de manera cotidiana.
Se aportan los resultados del análisis de ﬂúor por cromatogra
iónica en el agua de consumo público de 110 ciudades espan˜o
en el an˜o 2012, donde residen 21.387.496 personas (45,2% de
población espan˜ola).
La concentración media de ﬂúor hallada es de 0,25 ± 0,23 m
(0,01-1,34 mg/l). El agua del 95% de las ciudades estudiadas co
tiene menos de 0,7 mg/l y hay 18 localidades cuyas aguas contien
entre 0,3 y 0,7 mg/l (ﬁg. 1). Sólo en cinco poblaciones la concentr
ción es superior a 0,7 mg/l: Vitoria y San Sebastián por ﬂuoraci
artiﬁcial, San Cristóbal de La Laguna (Tenerife) por ﬂuoración nat
ral conocida, y Eivissa y León contienen más  de 1 mg/l.55. Baracaldo (**) 
Figura 1. Poblaciones espan˜olas en las que se ha determinado el contenido en ﬂúor
<0,3  mg/l; (**): 0,3-0,7 mg/l; (***): >0,7 mg/l.110. Portugalete (**)  
 de las aguas de consumo público. Concentración media de ﬂúor entre paréntesis (*):
